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Summary Coronary aneurysm is a vascular anomaly which can cause hemodynamic problems
due to coronary steal phenomenon. We report the case of an asymptomatic 68-year-old woman
with a large coronary aneurysm with ﬁstula arising from the left main coronary artery. As a
consequence of the longstanding volume overload, the coronary arteries were extremely dilated
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Introduction
A coronary artery aneurysm is an uncommon disorder and
is seen as a characteristic dilatation of a localized portion
of the coronary artery. We describe an incidentally found
huge coronary artery aneurysm with ﬁstula in a patient
who consulted our department due to arrhythmia for gen-
eral anesthesia. The main differences between our case and
others are that giant aneurysm is detected in very elderly
patients and who are asymptomatic.
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ase report
68-year-old female was referred from the department of
rthopedics due to abnormal electrocardiography. She was
lanned to have an artiﬁcial knee joint insertion operation
everal days later. She had no symptoms such as dyspnea or
alpitation except knee pain. She had no known history of
edical illness. On physical examination, her blood pres-
ure was 115/75mm Hg and chest auscultation revealed an
rregular heart beat and continuous murmur graded IV/VI
n her right second intercostal space along the right upper
ternal border. Resting electrocardiogram showed atrial
brillation with controlled ventricular response. Chest
-ray showed cardiomegaly and edematous change in both
ower lung ﬁelds.
We performed transthoracic echocardiography (TTE) to
valuate cardiac function and detected abnormal cardiac
mbolic sources due to atrial ﬁbrillation for safe general
Published by Elsevier Ireland Ltd. All rights reserved.
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oigure 1 (A) Transthoracic echocardiography shows dilated
ominant continuous blood ﬂow suggests ﬁstula. (C—E) Transesop
rtery with turbulent color ﬂow along coronary sinus.nesthesia and surgery. An abnormal Doppler ﬂow signal
n the enlarged left atrium was incidentally found on TTE.
chocardiography revealed marked dilated left main coro-
n
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igure 2 Coronary angiography demonstrates extremely enlarged
rom left main (LM) stem connected to left circumﬂex artery (LCX
blique cranial view. (B and C) Right anterior oblique cranial view. Latrium and coronary sinus with turbulent ﬂow. (B) Diastolic
al echocardiography reveals marked dilated left main coronaryary artery with turbulent ﬂow draining to coronary sinus
nd right atrium (Fig. 1). The volume of long-term draining
ia ﬁstula and chronic atrial ﬁbrillation might affect atrial
coronary arteries merging with coronary ﬁstula at the level
) drained to right atrium via coronary sinus. (A) Left anterior
AD, left anterior descending artery; RCA, right coronary artery.
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[A case of asymptomatic giant coronary aneurysm with atriov
chamber enlargement. Left ventricular ejection fraction
was 62%. In coronary angiography, huge coronary aneurysm
connected to left circumﬂex artery with long and tortu-
ous coronary arteriovenous ﬁstulas originated from the left
main coronary artery, which drained into coronary sinus.
Left anterior descending artery (LAD) was obscured due to
large amount of shunts visualized by diluted contrast dye in
the aneurysmal sac (Fig. 2).
Small areas of ﬁxed perfusion defects in anterior wall
and reversible perfusion defects in anterior and septal
wall were identiﬁed in myocardial single photon emis-
sion computed tomography (M-SPECT), which represented
myocardial ischemia result from coronary steal.
We recommended surgical treatment for coronary lesion.
But the patient refused cardiac surgery and received artiﬁ-
cial knee joint implantation operation uneventfully.
Discussion
A coronary artery aneurysm is deﬁned as a focal dilata-
tion that exceeds 1.5 times or more the diameter of the
adjacent normal coronary artery [1]. The incidence of a
coronary artery aneurysm is thought to occur in less than 5%
of patients, but the reported incidence varies. Most coro-
nary aneurysms are of atherosclerotic origin, and develop in
the native coronary artery adjacent to atheroma. Kawasaki’s
disease is also another cause of coronary aneurysms. Some
coronary aneurysms are congenital [2] and combined with
coronary ﬁstula. Two thirds of coronary ﬁstulas arise from
the right coronary artery. More than 90% enter the right
atrium, the coronary sinus, or the right ventricle. Large
volume shunt ﬂow may cause aneurysmal enlargement of
the feeding coronary artery and dilation and/or functional
compromise, not only of the receiving cardiac chamber, but
also of other chambers as a consequence of the high volume
circulation. Generally, the symptoms develop depending on
the amount of the shunt or the presence of coronary steal
phenomenon of the ﬁstulas, which tend to present in young
adults with angina, exertional dyspnea, syncope, palpita-
tions, myocardial ischemia, and infarction, and to manifest
in adults above 40 years old with congestive heart failure,
atherosclerosis, and cardiac arrhythmias. Other complica-
tions can be infective endocarditis, thromboembolic events,
and in rare cases rupture of the ﬁstula or aneurysm [3].
The differences of this case are that the patient was very
old and asymptomatic despite large amounts of shunt via
coronary ﬁstula with a huge aneurysm. Previous old aged
[icular ﬁstula e73
ases were symptomatic or had a small amount of shunt [4].
hy did she have no symptoms? She could not do excessive
hysical activity due to her knee joint problem. In addi-
ion, she might have adapted herself to the chronic cardiac
bnormality.
The decision to treat coronary aneurysm with ﬁstula
s recommended in the presence of symptoms, a marker
f functional signiﬁcance in the absence of concomitant
isease, ﬁstula location, its size, and the resulting shunt
olume. Anti-anginal therapy addressing the demand and
upply mismatch induced by the coronary steal phenomenon
ay be effective for symptom relief [5]. Antibiotic prophy-
axis is also recommended. Surgical intervention is generally
eserved for single, large, symptomatic lesions (with angina,
ardiac decompression, or complications), and circulatory
verload warrants surgical treatment even in asymptomatic
atients [6].
In asymptomatic patients with large ﬁstulas the deci-
ion between interventional and conservative treatment has
o be taken individually. Percutaneous intervention with
ranscatheter coil occlusion is increasingly the therapeutic
ntervention of choice [7], but there was no option in this
ase because of the excessive size and the site of the shunt.
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